2 Comment This is presented as a case of bilateral tubal pregnancy although the diagnostic criterion of Fishback (1939) has not been fulfilled, in that there is no histological confirmation of the left ectopic pregnancy. This would have required the sacrifice of her left tube. It is unfortunate that the retained products were not sent for histological section. There is the intriguing possibility of a co-existing third intra-uterine pregnancy. REFERENCE Fishback HR(1939) Anier.J. Obstet. Gynec. 37, 1035 Luteoma of Pregnancy T I Wagstaff MB MRCOG (Luton and Dunstable Hospital)
The patient was a 30-year-old Jamaican in her fifth pregnancy. When first seen a pelvic examination revealed no abnormality and there was no suggestion of endocrine upset on general examination. Twins were diagnosed at 32 weeks and labour supervened at 36 weeks. The patient was delivered normally of dissimilar twins. There was no virilization of the female foetus. At tubal ligation 48 hours later the tumour was discovered in the right ovary and resected.
It was smooth, circumscribed and 5 cm in diameter. The cut surface was homogeneous and brown in colour. Microscopically it consisted of sheets of large polygonal cells with a strongly eosinophilic granular cytoplasm. The nuclei were large with a prominent nucleolus. Darker cells resembling 'K' cells were also present (Fig 1) . No Reinke crystalloids were seen.
Comment
This condition was first described by Steinberg in 1962. Fifty-eight cases had been reported in the United States by 1971 (Jewelewicz et al. 1971 ), but only one case in this country (Dische & Ritchie 1970 ).
This lesion is usually found unexpectedly at Cwsarean section or tubal ligation early in the puerperium and regresses after parturition (Stemnberg & Barclay 1966). It may be bilateral but the clinical course is benign. Virilization of both mother and foetus has been described in some cases (Malinak & Miller 1965 , Jewelewicz et al. 1971 ) but generally the lesion manifests no hormonal activity. Even in the non-active tumour, however, the cells appear to be capable of manufacturing androgens (Rice et al. 1969 , Jewelewicz et al. 1971 .
Histologically the tumour resembles the lipoid cell tumours of the ovary (luteinized theca- granulosa cell tumours, hilar cell tumours and so-called 'adrenal cell' tumours). These are associated with infertility and exhibit various hormonal effects.
The tumour is thought to develop from the ovarian stroma or its derivatives (theca-lutein cells, stroma-lutein cells, theca of atresic follicles) under the influence of chorionic gonadotrophins.
An association with patients of negroid extraction and high parity is unexplained.
Amniotic Fluid Embolus Christine S Tuck FRCSEd MRCOG (St Mary's Hospital, Praed Street, London W2) Mrs L C, healthy 26-year-old West Indian housewife, para 3. Her fourth pregnancy progressed normally until the 39th week when she suddenly developed a megaloblastic anmmia, the hemoglobin falling to 8 g/100 ml. She was transfused with three bottles of blood and labour was induced the next day by a forewater amniotomy, no oxytocin being used. After a six-hour first stage she delivered a 3-7 kg daughter. Ergometrine 05 mg was given and the tbird stage was completed by maternal effort. During the latter part of her labour she experienced tumultuous contractions and following the third stage became acutely dyspnoeic, coughing up frothy blood-stained sputum. She was extremely distressed but not cyanosed; coarse crepitations were heard over both lung fields. A chest radiograph showed diffuse bilateral hilar opacities and an ECG showed right ventricular strain. A tentative diagnosis of amniotic fluid embolus was made. This diagnosis was further substantiated when her blood became incoagulable two hours after delivery. Fortunately no hiemorrhage occurred. Faetal squames demonstrated in a specimen of sputum stained with Nile blue sulphate, and impaired gas diffusion demonstrated on lung function studies on the ninth puerperal day provided further corroboratory evidence. No previous reports have been found of these last two features in a case of amniotic fluid embolus.
The patient was treated initially with oxygen by face mask, and amniophylline 500 mg and frusemide 40 mg intravenously. Later she was anticoagulated with heparin followed by warfarin. She made a swift recovery, being only slightly breathless two hours after delivery, and all signs and symptoms had resolved by 24 hours. There was radiological clearing of the lung fields by the seventh day. 
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Primary carcinoma of the vagina is a rare disease and vaginal metastasis is much more common. Occasionally, difficulty arises in the diagnosis between primary carcinoma of the vagina and Stage III carcinoma of the cervix, and this difference may account for the variability of the five-year survival results quoted in different series. In this study cases with evidence of a possible secondary source of the carcinoma are not included.
Incidence: The total number of malignant tumours of the genital tract at the hospital during this time was 1,572, of which 47-3 % were carcinoma of the cervix; the incidence of primary carcinoma of the vagina was 1'34 % (21 cases); other authorities quote incidences of 0-5-1 4% (Frick et al. 1968 , Way 1951 No guide to the etiology of the disease can be obtained from the parous state and this compares with Herbst et al. (1970) . In the Samaritan series there were 8 nulliparous and 9 parous patients; no details were available in 4 cases.
Symptomatology: Bleeding per vaginam is the commonest symptom. Some form of hemorrhage, either frank bleeding or hemorrhagic discharge, was present in more than 96 % of the cases in Way's series (1951) and 77% in the study by 
